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Abstract
The purpose of this study was to explore the meaning
and significance of the spiritual nature and needs of
chronically ill elders.

A conceptual framework based on

Parse's theory of Man-Living-Health was used to guide this
qualitative study from conceptualization through data
collection and analysis.

The van Kaam modification for

phenomenological method was used to analyze the data.

The

two research questions that guided this study were
1.

What are the spiritual needs of chronically ill

elders?
2.

How can nurses help meet those needs?

A convenience sample of seven chronically ill elders
was obtained from the census of a nursing home care unit
within a large government hospital in a metropolitan city in
Central Mississippi in the summer of 1988.

Interviews were

conducted using a semi-structured format with open-ended
questions.
of inquiry:

Descriptions were elicited in four major areas
(a) a description of spiritual needs the elders

may have experienced in the course of chronic illness, (b)
resources for meeting those spiritual needs, (c) results of
having spiritual needs met or left unmet, and (d) what
nurses can do to help meet those spiritual needs.
vi

The discovered meaning that emerged from the study
was a more broadly defined concept of "spiritual needs."
Elders participating in this study defined spiritual needs
as more than religiosity.

For these participants, spiritual

needs were needs of the spirit, an energized potential
languaged through a caring environment which affirmed their
need to feel good about themselves.

These elders needed to

find hope, faith, trust, and a renewed energy derived from
the caring support of God, family, friends, and health care
providers.
Three emerging concepts, caring, valuing, and
energizing, were revealed in the elders' descriptions.

A

structural definition of spiritual needs was formed:
"Spiritual needs were energized potential radiating from
harmonious interconnectedness that flows from a nurse's
caring spirit."

Through a nurse's caring, clients perceived

they were valued.

By feeling valued, an energy was created

which helped them to mobilize inner strength and resources
yielding confidence, hope, and faith that kept the elder
going.
Discovery of this new concept of spiritual needs has
broad implications for nursing theory, education, and
practice.

Caring is a basic tenet of the nursing

profession.

The results of this study provide a base from

which nursing research can further explore the concept of
caring.
vii
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Chapter I
The Research Problem
This study was concerned with spiritual needs
experienced by chronically ill elders.

The nurse

investigator became interested in the spiritual aspect of
client care as a result of giving birth to a child with
multiple congenital anomalies and handicapping conditions.
The acute and chronic health needs of the child confronted
the investigator with a multitude of health care
practitioners in a number of facilities in three different
states.

This personal experience triggered a keen awareness

of the significance of spiritual needs and the important
role nurses play in the healing of the spirit as well as the
body.
Nursing literature supported the experience of the
investigator:

Spiritual needs of clients often are

overlooked or misunderstood.

In a preliminary review of the

literature, spiritual needs commonly were addressed from the
perspective of religiosity (Ginsburg, 1980; Polcino, 1982).
Spiritual needs of elders frequently were discussed from
developmental paradigms (Brooke, 1987; Forbis, 1988).
Research which was reviewed focused on the meaning and
significance of religiosity for elders (Koenig, Kvale &
1
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Ferrel, 1988; Koenig, Moberg, & Kvale, 1988; Mull, Cox, &
Sullivan, 1987).

Nursing literature often incorporated both

concepts, developmental tasks and religiosity, and stressed
the importance of making a careful nursing assessment before
implementing spiritual care.
Caring, that is sensitive listening and use of
presencing as a means of meeting client spiritual needs, was
discussed frequently (Brooke, 1987; Dettmore, 1984; Dugan,
1987; Labun, 1988; Peterson & Nelson, 1987).

Watson, cited

in Porter and Sloan (1986), suggested that caring was the
essence of nursing.

She posited that through caring a nurse

is able to provide for a "supportive, protective, or
corrective physical, sociocultural, and spiritual
environment" (p. 163).

Labun (1988) believed that nursing

care involving spiritual needs included actions which
indicated caring.

O'Brien and Leininger, as cited by Labun,

thought that "caring indicates to the person that he or she
is important, of significance, and is worth someone taking
the trouble to be concerned about" (p. 319).

Riemen (1986)

conducted a phenomenological study of 10 nonhospitalized
adults who were asked to describe a caring and a noncaring
interaction with a nurse.

She discovered that a nurse's

caring concern for a client made the client feel
"comfortable, secure, at peace, and relaxed" (p. 100).
In this chapter the research problem is introduced and
discussed in terms of its significance for nursing.

An

overview of Parse's theory of Man-Living-Health, the
paradigm which guided the study, is presented.

Finally,

assumptions are presented and significant terms are defined
Introduction to the Problem
The phenomenon of interest to this study concerns
chronic illness in elders and spiritual aspects of aging.
These issues will be discussed in this section.
Chronic illness in elders.

The proportion of elder

population in American society is increasing.
in 10 Americans was 55 years or older.

In 1900 one

By 1985 one in five

was at least 55 years and one in nine was at least 65 years
and older.

At present, 11% of the population is 65 years

and older, and this rate is projected to increase to 21% of
the total population by the year 2030 (United States Senate
Special Committee on Aging [USSSCA], 1987).

As the number

of elders has grown in society, so has their impact on the
delivery of health care.
Chronic conditions have long been recognized as a
burden of the aging process.

In this society, aging often

is equated with declining activity, loss of productivity,
and increasing health needs.

With aging, acute conditions

become less frequent and chronic conditions become more
prevalent (USSSCA, 1987).

Arthritis, cancer, diabetes,

depression, heart disease, hearing impairment, and
hypertension occur frequently among elders.

According to

the USSSCA, "more than four out of five persons over age 65
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have at least one chronic condition and multiple health
conditions are commonplace among older persons" (p. 10).
Chronic illness can become disabling, leading to a
decrease in the older person's ability to perform activities
of daily living.

These problems subsequently result in an

increased need for long-term care.

Both the incidence and

severity of many chronic conditions increase dramatically
with advanced age, hence the need for increased medical
care.

"Chronic illness is the primary cause of disability

and death" (American Association of Retired Persons, 1986,
p. 10).

The 1987 USSSCA report indicated that elders are

the heaviest users of health services in the United States
today.

The elderly population accounts for more physician

visits and more frequent and longer hospital stays than the
younger population.

According to this report,

hospitalization of most older persons is caused by an acute
episode of a chronic illness, and visits to the doctor are
most often for chronic conditions.
Spiritual aspects of aging.

From a review of the

nursing literature, one area which merited further scholarly
study was the spiritual nature and needs of chronically ill
elders.

Developmental theory indicates that spiritual needs

become increasingly relevant as one approaches the later
stages of life, when people "must resolve conflict between
integrity and despair before achieving satisfaction in later
life" (Forbis, 1988, p. 158).

According to Brooke (1987),

"It is often the spiritual dimension that provides meaning
to age-related experiences and enables the elderly to cope
with problems that result from illness and longevity" (p.
194).
Spirituality was defined by the literature in abstract
terms that made practical application difficult.

Burkhardt

(1989) redefined spirituality as a process of "spiriting"
which involved the client and nurse both benefiting from a
relationship of "harmonious inter-connectedness."

Jourard

(1964) supported concepts of "inspiriting" and "despiriting
events.

He believed that healing is inherent in nature.

"Events, relationships, or transactions which provide a
sense of identity, of worth, hope, and purpose . . . are
inspiriting.

While those that make a person feel

unimportant, worthless, hopeless, low in self-esteem,
isolated, and frustrated . . . are despiriting" (pp. 76,
82).

The investigator's experiences during the care of her

child suggested the quality of the client-environment
interactions often determined the family's ability to
maintain hope and an acceptance of the child's health.
Frequently, the investigator perceived the health care
community neglected the spiritual needs of the
client/family.

The investigator concluded there was a need

to explore and understand the spiritual nature of man,
especially from the context of interrelating within the
environment.

6

Statement of the Purpose
The purpose of this study was to explore the meaning
and significance of spiritual needs of chronically ill
elders.
1.

Two research questions guided this study:
What are the spiritual needs of chronically ill

elders?
2.

How can nurses help meet those needs?

Significance of the Problem
Discovery of the spiriting process from a client's
perspective has broad implications for nursing practice.
Over the next four decades the number of elders receiving
care in a variety of settings (long-term, foster care,
respite, assisted living, acute, and home care) is expected
to increase dramatically.

Family nurse clinicians are in an

ideal position to explore and impact the care of elders in
each of these settings.
Nursing was defined by the American Nurses' Association
(ANA) as "the diagnosis and treatment of human responses to
actual or potential health problems" (ANA, 1980, p. 9).

In

the simultaneity paradigm, health was addressed as a
multi-dimensional "process of becoming uniquely lived by
each individual" (Parse, Coyne, & Smith, 1985, p. 9).

In

holistic nursing, health was conceptualized as encompassing
body, mind, and spirit.

Brooke (1987) stated, "This sense

of wholeness is easily threatened by illness, loss,
disruption of lifestyle, or the continuous changes that

7

occur with aging" (p. 194).

According to Newman (1989),

persons who are able to transcend their physical limitations
function in a "timeless, boundaryless, (spiritual)
dimension" (p. 3).

Newman posited that human interaction

encompasses a spiritual component.

Human interactions

concerning health are matters of concern and a
responsibility of nursing.

Spiritual needs, then, is an

appropriate area for inquiry as nurses strive to generate
nursing theory and improve practice.
"The intimacy of the nurse-patient relationship
provides many opportunities for both the nurse and the
patient to address spiritual concerns within the healing
process" (Stuart, Deckro, & Mandle, 1989, p. 37).

Nurses

are in a position to support, educate, and guide both the
elder client and the persons who provide their care in
choosing new patterns of health.

Family nurse clinicians,

with knowledge of the spiritual nature of the aged, are in a
unique position to enhance the care of elderly clients in a
variety of settings.

Through increased understanding of the

spiritual nature of our elderly clients, nurses can
facilitate healing which can positively affect both the
short- and long-term needs of the client.
Conceptual Framework
Parse's (1981) theory, Man-Living-Health, was the
conceptual framework selected for this study and served as
the philosophical basis for the design and implementation of

8
the study.

As an emerging theory, Man-Living-Health

provided a broad framework for the concepts of man,
environment, and health.

The most fundamental belief

underlying Parse's theory is man's participation in
cocreation of health.

In coconstituting and rhythmical

patterns of relating with the environment, man fashions an
ever-changing reality of health.

The theoretical structure

of Man-environment was determined to be well suited for the
study of "spiriting" as a chosen health process lived in the
rhythmical patterns of becoming in the Man-environment.
Man.

Parse's construct of man incorporated Roger's

concept of unitary man with tenets of existentialphenomenological thought (Parse, 1981).

Man is viewed as an

open-being, free to choose meaning in situations and bearing
responsibility for those decisions.

Parse posited that man

is coexisting with the environment while coconstituting
rhythmical patterns of relating.

In this study man was

studied from the perspective of elders, who, by the nature
of their chronic illnesses, must interface with many facets
of the health care environment in the course of frequent
medical treatment.
Living.

Through patterns of relating, man transcends

multidimensionally with the unfolding possibilities,
powering new ways of becoming.

Living is manifest in man's

being or becoming one with the universe.

Living health

is man's choosing.

in the course of chronic illness, the

elders in this study faced a multitude of chosen health
values.

Each of these health choices was lived within the

transcending interrelationships of becoming in the
Man-environment.
Health.

Parse (1981) embraces health as a

transformational process, rather than a state of well-being
or absence of disease.

Central to her theory is the

construct of Man-environment constantly moving toward
greater diversity through coexistence with other persons and
the environment.

Parse defines nursing's responsibility to

society and nursing as "guiding the choosing of
possibilities in the changing health process" (p. 81).

The

ontological entity for inquiry in Man-Living-Health is the
lived experience of health (Parse, 1990).

In this study,

health was examined from the perspective of spiriting
choices made by chronically ill elders.

An attempt was made

to sensitize nurses to ways of guiding elders toward healthy
patterns of spiriting and enhanced health choices.
In the theory of Man-Living-Health, Parse (1981)
outlined nine assumptions of the theory.

From these nine

assumptions, Parse synthesized three major theoretical
assumptions:
1.

Man-Living-Health is freely choosing personal
meaning in situations in the intersubjective
process of relating value priorities.
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2.

Man-Living-Health is cocreating rhythmical
patterns of relating in open interchange
with the environment.

3.

Man-Living-Health is cotranscending
multidimensionally with the unfolding
possibles. (Schumacher, 1986, p. 172)

Three principles were derived from each of these three
assumptions.

Each principle addressed three concepts of

Man-Living-Health.

A schematic representation of Parse's

emerging theory, Man-Living-Health, is depicted in Figure 1.
Principle 1 included concepts of imaging, valuing, and
languaging.

The first principle is "Structuring meaning

multidimensionally is cocreating reality through the
languaging of valuing and imaging" (p. 170).

This study was

interested in understanding how chronically ill elders
structured meaning from their spiritual experiences during
chronic illness.
Principle 2 included the concepts of revealingconcealing, enabling-limiting, and connecting-separating.
The second principle is "Cocreating rhythmical patterns of
relating is living the paradoxical unity of revealingconcealing and enabling-limiting while connectingseparating" (p. 171).

The personal experiences of the

investigator suggested that health care providers either
enabled or limited the spiritual health of the family during
the care of her chronically ill child.

This study sought to

11
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determine the manner in which nurses facilitated a client's
spiritual health through patterns of relating.
Principle 3 included concepts of powering, originating,
and transforming.

The third principle is "Cotranscending

with the possibles is powering unique ways of originating in
the process of transforming" (p. 171).

This study addressed

the nurse's role in helping elderly clients transcend with
the spiriting possibles.
Spiritual needs are reflected in the reality man
structures from the unfolding possibles of lived health.
The concept of spiriting denotes a process of unfolding
health.

Therefore, spiritual needs is an appropriate area

for inquiry.

As a framework for examining spiritual needs

of chronically ill elders, the theory of Man-Living-Health
is directed toward uncovering the meaning of the phenomenon
of spiriting as it is humanly experienced by the elderly
participants.

The investigator is able to use

phenomenological inquiry to examine intimately the spiritual
integrity of the Man-environment interrelationship as
described by the elders.

It is through the phenomenological

description of the lived experience that the meaning and
significance of spiritual needs can best be understood and
defined.
Assumptions
This study was based on the following assumptions:
1.

Unitary man has a spiritual nature.

13

2.

The spiritual needs of the elderly participants can

be expressed adequately to the investigator through the
interview process.
3.

Spiritual care is within the scope of practice for

nurses.
Definition of Terms
For the purpose of this study, the following terms were
defined:
Chronically ill elders:

Persons at least 50 years of

age, diagnosed with at least one chronic illness, which by
its nature continues to require health care services.
Spiritual needs:

The reality elders structure from the

unfolding possibles of lived health.

Chapter II
Review of the Literature
In a preliminary review of the literature, there was a
noticeable lack of qualitative studies and only a few
articles that addressed the spiritual nature of elders.

In

a literature review from 1975 to 1986, Carson, Winkelstein,
Soeken, and Brunins (1986) found a scarcity of scholarly
research on the spiritual nature of man, despite an
increased interest published in both lay and nursing
journals.

A number of researchers have concluded that

spirituality remains a neglected component of nursing care
(Carson et al., 1986; Dickson, 1975; Fish & Shelly, 1979;
Labun, 1988; Stallwood, 1975).
Medical, nursing, psychological, and religious
literature related to spiritual needs are reviewed in this
chapter.

This review of the literature is organized into

four major areas:

an overview of the concept of

spirituality, significance of religiosity and well-being,
spiritual needs, and restoring spiritual integrity through
the nursing process.

14
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Spirituality
order to understand the client's spiritual needs, it
is necessary that nurses define "spiritual."

A review of

nursing literature revealed that definitions often have been
borrowed from other disciplines:
psychology, and psychiatry.

religion, philosophy,

Burkhardt (1989) synthesized

several definitions of spirituality as
. . . a process and sacred journey ... a belief
that relates a person to the world, giving meaning
to existence ... a personal guest to find
meaning and purpose in life, and a relationship or
sense of connection with Mystery, Higher Power,
God or Universe, (p. 70)
Burkhardt examined the need for nurses to be attentive to
spiritual concerns of clients and suggested that a clear and
consistent understanding of the concept must be developed as
a guide to practice and as a basis for research.

The

complexity of the concept of spirituality was addressed, and
a working definition of the concept was formed:

"Spiriting

is the unfolding of mystery through harmonious
interconnectedness that springs from inner strength" (p.
72).

This element of interconnectedness is consistent with

the concepts expressed by a number of phenomenological nurse
authors (Labun, 1988; Paterson & Zderad, 1976; Riemen,
1986).
Ferszt and Taylor (1988) cited three basic aspects of a
person's spirituality:

religion, meaning, and hope.

The

authors encouraged nurses to make a spiritual assessment in
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each of these three areas and assist spiritual recovery
through therapeutic use of interpersonal relating.

Support,

encouragement of religious rites and rituals, and spiritual
imagery were offered as nursing interventions that can help
to ease spiritual pain.
According to Brooke (1987), common spiritual needs
transcend religion and cultures.

These needs concerned

worth, dignity of the human being, suffering,
reconciliation, love, acceptance, and freedom.

In

addressing spiritual needs of the elderly, Brooke examined
spirituality from the perspective of developmental theory.
The older adult is in the ego-integrity versus despair stage
described by Erikson.

The author offered religion and

reminiscence as significant ways older adults "can
reflect and explore the meaning of one's life" (p. 195).
Simsen (1988) attributed knowing, hoping, and trusting
as essential to spiritual health.

The significance of

religious beliefs was believed to form the framework within
which "patients make sense of things . . . and put those
meanings to work in the business of getting through" (p.
31).

Simsen postulated that "the extent to which patients

were able to make sense . . . get through . . . or move on,
depended on their skills of knowing, hoping and trusting"
(P- 31).

17

Spirituality was defined by Forbis (1988) as
. a person's relationship with a higher being,
which goes beyond any [relationship] experienced
in the material world. Spiritual can refer to
that element or quality in people's lives that
permeates their entire being and yet transcends
the physiological and psychosocial . . . and
focuses on giving and receiving love, experiencing
hope, and finding meaning in life, sickness and
death, (p. 158)
Forbis further addressed spiritual needs from developmental
theory.

Forbis stressed the need for interpersonal relating

and the significance of prayer.
Significance of Religiosity and Well-Beinq
From the literature, nurses were found to have focused
previously on facilitating clients' adherence to meaningful
religious rites and rituals, such as prayer, scripture,
baptism, communion, and contact with clergy.

Religious

rites and rituals can be important vehicles for expression
of spirituality or spiritual needs (Burkhardt, 1989).

Three

research studies supported the meaning and significance of
religion for the aged.
Mull, Cox, and Sullivan (1987) evaluated the
relationship between religious activities and beliefs and
the perceived health status, well-being, and functional
capacity of 386 randomly selected well elders residing in
specialized housing units in a midwestern city.

Face-to-

face interviews were conducted with well elders in this
descriptive, cross-sectional survey study.

Functional
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capacity was assessed by a self-management scale developed
by the researchers.

A Likert scale questionnaire was

administered which asked participants to rank the perception
of their own health and compare the perception of their
health to the perceived health of other elders.

The results

then were cross-tabulated to create a health status index.
A symptoms index was created by asking the respondents to
indicate the frequency and intensity of symptoms they
experienced.

The elders' well-being was measured using

Fazio's General Weil-Being Schedule.

To measure religiosity

a Likert scale was developed and administered to the elders.
Measurements of well-being resulted in a coefficient
alpha of 0.88 for the study.

Cronbach's alpha was 0.92 for

Fazio's Well-being instrument which was specifically used
with the elderly.

Demographic and religiosity measurement

correlation for the scale was 0.49.

A Cronbach's alpha of

0.74 was obtained which supported the internal consistency
of the measure.

Education was associated negatively with

the total religiosity scale.

Those with more education

attended church more frequently, and those with less
education prayed more frequently.
level of religiosity than men.

Women reported a greater

Age was "an important

explanatory variable relative to religiosity in general,
reading of religious literature, and frequency of prayer"
(Mull et al., 1987, p. 156).

General well-being and health

problems were not significant predictors of any of the
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senior s lunch program, and a group of retired Dominican and
Franciscan nuns.

Subjective well-being was measured using

the Philadelphia Geriatric Center Morale Scale.

Subjective

coping was measured using a 4-point Likert scale.
areas of religiosity were examined:

Three

religious activity

consisting of organized religion, religious activity
consisting of nonorganized religion, and a more subjective
attitudinal dimension of religion.

Single-item measures

were used to capture subjective health, financial status,
social support, and commonly reported determinants of
well-being in old age.
Using a regression scale, Koenig, Kvale, and Ferrel
(1988) found that despite a slight decline with age in
religious activities and attitudes for the sample as a
whole, persons over age 75 who were actively involved in
religious behaviors were significantly more likely than
younger cohorts to have higher morale.

There was an

association (r = .27) between organized religious activity
and attitudes toward the elders' own aging, "suggesting a
more positive attitude toward aging among the more
religiously active" (p. 22).

Subjective coping was strongly

correlated (r = .42) with religious measures.

Although

moderate to strong correlations were found between morale
(r = .42) and both subjective health and religiosity
variables (r = .24 to .25), no correlation was found between
health and religious activities or attitudes.

Conclusions

were that there was a moderately strong association between
religion and morale in a sample of community-dwelling
elderly.

Again, the larger perspective of spirituality was

not addressed.
Koenig, Moberg, and Kvale (1988) examined the
religious beliefs of 106 elderly persons attending a
geriatric outpatient clinic.

Two questionnaires were

distributed to the sample which measured sociodemographic
data and religious variables.

The 88-item questionnaire

used a Likert scale to examine religious beliefs, religious
rituals, religious experience, knowledge of the Bible,
social support derived through the religious community,
importance of prayer to cope with stress, and intrinsic
religiosity.

Overall health status was measured by

combining two measures, a subjective self-assessment and a
multidimensional objective assessment.

Scores ranged from

to 12 in order of increasing objective health.

Cronbach's

alpha for the items comprising this measure was high (.74).
There was a moderately strong correlation (r = .49) between
the objective and subjective ratings.

An analysis of the

data was made using the Mann-Whitney U test.

In general,

the conclusion was that Christian religious beliefs,
activities, and attitudes are highly prevalent among older
persons from the population studied.

Religious beliefs,

activities, and attitudes were postulated to represent
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powerful forces in the lives of older medical clients and
relate to both physical and mental health.
Spiritual Needs
One of the most common spiritual needs identified in
the literature was prayer (Brooke, 1987; Dettmore, 1984;
Forbis, 1988).
hope.

According to Forbis (1988), prayer provided

"Shared prayer for some was a source of strength and

an affirmation of caring" (p. 159).

In one survey, prayer

was given as a client's primary spiritual need (Dettmore,
1984). In this survey, when clients were asked with whom
they preferred to discuss this need, "They chose their
clergy first and their nurses second" (p. 46).
The literature often mentioned sensitive listening as a
spiritual need (Ferszt & Taylor, 1988; Forbis, 1988;
Polcino, 1982).

Sensitive listening provided nurses with an

opportunity to assess adequately the spiritual integrity of
the client and opened the way for therapeutic use of
presencing by the nurse.

This need was expressed as

sensitivity by Dugan (1987), Labun (1988), and Simsen
(1988).

Each author stated a need for caring, support,

encouragement, and trust.

"Communication concerning

spiritual needs should be characterized by sensitivity and
based on a relationship of trust between the patient and
nurse" (Labun, 1988, p. 318).

According to Dugan (1987),
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The challenge of providing spiritual support is
similar to that of providing emotional support
. the human spirit does not need judgments,
advice or exhortations to change. It needs
acceptance, listening, and the opportunity to be
heard and understood: compassionate human
contact, (p. 27)
Meaning and purpose in life were significant spiritual
needs addressed by Brooke (1987) and Fish and Shelly (1979).
In developmental theory, an older person's satisfaction with
life is related to finding meaning and purpose.

Religion

often has been attributed with having a positive effect on
an elder's sense of purpose and well-being.

Hubert, cited

by Labun (1988), described spiritual care as assisting
clients to strengthen their relationship with God and find a
unigue personal meaning in life.

This care is provided

through the nurse-client relationship by "allowing a person
to express views, fears, anxieties" (p. 319).
In a descriptive study of 90 hospitalized adults
conducted by Martin, Burrows, and Pomilio (cited in Fish &
Shelly, 1979), 97% of respondents surveyed stated that
"Nurses give spiritual care by being concerned, cheerful,
and kind" (p. 163).

Using questionnaires and a subsequent

interview, data concerning expressed spiritual needs were
analyzed using the Mann-Whitney U test.

Those subjects

hospitalized only one time in the 5 years prior to the study
were compared to those who had been hospitalized five or
more times in the same time frame.

The variance

— 2.71)

indicated a significant difference between groups at the .01
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items.

Significant correlations and results of chi-square

analysis indicated that while religion is not universally
important to all elders, religious beliefs and activities
are an important part of life for many elders.

Ninety-four

percent of the elders agreed that religion was important in
their lives.

Religious practices and beliefs were

postulated to serve as coping mechanisms elders use to deal
with life's problems, or as a social network and source of
social support.

The authors highlighted the need for

community health nurses to examine religiosity as an
important assessment criterion for defining holism of
elderly clients.

This study included elders' perception of

religiosity; however, the researchers only attempted to
investigate the importance of traditional religious beliefs
and activities usually associated with organized religion.
The issue of perceived spirituality was not addressed.
In a study of 836 older adults conducted by Koenig,
Kvale, and Ferrel (1988), correlations between morale and
religious measures were measured to generate information
that would define more clearly the relationship between
religion and well-being in later life.

A purposive sample

of elders over the age of 55 was solicited from five groups
of elders:

patients of a university-affiliated geriatric

outpatient clinic, participants in a state-sponsored
senior's lunch program, older members of a group of
conservative protestant churches, participants in a Jewish
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significance level, with the latter group expressing more
interest in spiritual matters.

The sample was analyzed

according to three age groups with no significant variance
( z = .077) between the group 40 years to 65 years and the
group 65 years and older.
difference in variance

There was a significant
= 2.73) between the group
(z
39 years

and younger and the group 65 years and older.

The older

group again expressed more interest in spiritual matters.
The authors postulated this difference might be related to
the incidence of chronic illness in the elderly, or a
difference in perspectives on aging.
Findings of this study indicated that patients
"appreciate . . . expressions of caring and support from
another person . . . and desire to be allowed to talk and be
listened to by nurses" (p. 166).

Seventy-seven percent of

the subjects agreed that "by listening to a patient, a nurse
helps them in a spiritual way" (p. 163).

Another

significant finding was that 58% of the respondents believed
"nurses were too busy to help with spiritual needs" (p.
165).

Forty-one percent of the respondents agreed that "a

patient's [spiritual] beliefs were too personal to address
with a nurse."

However, interview responses suggested that

nurses can help meet spiritual needs through nonreligious
behaviors.
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Restoring Spiritual Integrity Through
the Nursing Process
Several authors have focused nurses' attention on using
the nursing process to assist in restoring spiritual
integrity of the client (Brooke, 1987; Ferszt & Taylor,
1988; Forbis, 1988; Labun, 1988; Peterson & Nelson, 1987).
One problem for nurses in implementing spiritual care is
that, although spirituality long has been recognized as an
important aspect of our client's health, defining,
diagnosing, and designing interventions often are difficult.
Carson et al. (1986) examined spiritual attitudes and
religiosity among a group of 176 baccalaureate nursing
students to determine the effectiveness of an elective
course on spirituality in altering student attitudes.
Students completed a demographic data questionnaire about
religious practices and a standardized Religious Belief
Questionnaire designed by Apfeldorf.

Scores were compared

between the 31 students enrolled in the spirituality
elective and the 145 students who were enrolled in other
electives.

Despite no significant differences in perception

of religiosity between student groups, students enrolled in
a spirituality elective had higher mean scores and scored
higher in four of seven areas which were subscales on the
second questionnaire.
ranged from 1 to 5.

Possible scores on the subscales

The subscales included God (item mean

4.06), Prayer (item mean 4.1), Bible (item mean 3.99),
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Good/evil (item mean 3.63), Organized Religion (item mean
3.71), Religious Practices (item mean 3.21), and Duties of
Living (item mean 3.86).

To examine whether or not

attitudes of students enrolled in the spirituality elective
changed after completion of the course, dependent t tests
were used to compare pretest and posttest means.
scores on four subscales increased.
was set at 0.25.

The mean

A significance level

The results were God (t = 1.70, p = .49),

the Bible (t = 1.49, p = .073), Organized Religion
(t = 2.48, p = .010), and Religious Practices (t = 1.23,
p = .114).

Mean scores on the other three subscales

decreased.

The results were Prayer (t = .023, p = .411),

Good/evil (t = 0.52, p = .304), and Duties of Living (t =
1.23, p = .114).

The researchers concluded that nursing

educators might want to consider ways to incorporate
spirituality into nursing curricula.
Several nurses cited by Carson et al. (1986) suggested
possible reasons why nurses neglect spiritual care.
Technological advances in health care re-oriented nursing
away from the bedside; the profession became task-oriented,
depersonalizing the health care process.

Subsequently,

spiritual matters became a source of discomfort for the
nurse.

Additionally, spiritual matters were viewed by some

nurses as a concern of clergy and not nursing.

It was

further believed that nurses who lack an understanding of
their own spiritual nature avoid spiritual needs of
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patients.

Finally, it was believed that nursing curricula

do not adequately prepare nurses to meet spiritual needs.
Rationale for the difficulty nurses have in addressing
spiritual needs may be attributed to how nurses have defined
spirituality and viewed their client's spiritual needs.
Dickson (1975) called upon nurses to define more broadly
spiritual care and focus on the nurse's relationship to the
patient.

She believed nurses must "redefine spiritual care

. . . [nurses need] a broader grasp of man's present search
for meaning and a practical way of integrating spiritual
care into everyday nursing" (p. 1790).
Sensitive listening, therapeutic presencing, prayer,
and referral to the clergy have all been offered as possible
nursing interventions.

Presencing is an especially

important aspect of spiritual care according to Burkhardt

( 1989 ):
Assessments relative to spiriting require the art
of being with another with the intent of coming to
know who the person is and facilitating the
person's coming to a fuller understanding of self
within the context of all of his or her life
experiences. (p. 75)
However, there was a paucity of research concerning the art
of presencing in nursing and its effect on spiriting.
In general, the literature suggested uhat spirituality
was strongly tied to religious beliefs.

Spirituality of

elders was viewed as being affected significantly by an
elder's need for meaning and purpose in life.

This review
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of the literature led the investigator to conclude there was
a need for further study of the spiritual needs of elders.
An especially compelling need for qualitative studies of the
spiritual nature of man was identified, as well as the lived
experience of spiriting within the nurse-client
interrelationship, which is the focus of this study.

Chapter III
Methodology
The area of concern for this study was the spiritual
needs of chronically ill elders.

This chapter will discuss

the methodology used to complete the study.

The research

design, method of data collection, and data analysis are
discussed.
The research questions were supported by the literature
review.
1.

The questions were:
What are the spiritual needs of chronically ill

elders?
2.

How can nurses help meet those needs?

Four areas of inquiry were addressed:

(a) a

description of spiritual needs in the course of chronic
illness, (b) resources for meeting those needs, (c) the
result of having spiritual needs met or left unmet, and
(d) nursing interventions to help meet those needs.
Design
Qualitative designs, in contrast to quantitative, seek
to answer questions from the perspective of the subject.
There are several approaches:

grounded theory, ethnography,

case study, and phenomenology.
29

Each of these seek to
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explain the lived experience (Knack, 1984).

Knafl and

Howard (1984) describe four purposes of qualitative
research:

instrument development, illustration,

sensitization, and conceptualization.

Conceptualization is

used to "introduce the reader to conceptual or theoretical
significance of the subject matter" (p. 27).

For this

particular study, the underlying purpose is the
conceptualization of the spiritual needs of chronically ill
elders.
The phenomenological method was relevant to this
particular study because it sought to reorder nursing's
understanding of the phenomenon of spiriting from the
nurse's perspective to the client's perspective.

A

secondary focus of this study was to explore the
Man-environment interrelationship from the concept of
spiriting, because "the nursing profession, emphasizing a
reverence for clients' experiences, is concerned with the
quality of the nurse-patient interrelationship" (Oiler,
1982, p. 178).

To achieve this goal, phenomenology was

deemed the most appropriate design.
Two methods of data collection commonly used in
qualitative research are unstructured interviews and
participant observation.

Interviews, semi-structured or

unstructured, allow for open-ended discussion to determine
the participant's perspective on important aspects of the
participant's situation.

Participant observation enables
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the investigator to enter and experience the participant's
world so that it is understood from the participant's own
experience.

Semi-structured interviewing was selected as

the method for data collection in this study.

It seemed the

most appropriate means of discovering the client's
perspective of the phenomena being studied within the four
areas of inquiry.
The phenomenological method of inquiry was selected by
the investigator for the purpose of generating a more
broadly defined concept of spiriting and spiritual needs.
This is accomplished by questioning the persons who have
lived the experience.

After data collection, the

investigator "dwells" with the data while using empathetic
and intuitive awareness (Oiler, 1982).

The investigator

attempts to enter the world of the participant whose
experience is under study, intuiting from the descriptions
before attempting to interpret them (Taylor & Bogdan, 1984).
The first essential step in phenomenological method is
bracketing.

Bracketing is a skill that enables the

researcher to set aside all that he thinks he already knows
of the phenomenon, allowing only the experience of the
participant to reveal itself.

The second step involves

intuiting, concentrating on the phenomenon.

According to

Oiler (1982), this skill involves "looking at the experience
with wide open eyes, with knowledge, facts, and theories
held at bay" (p. 180).

In the third step of the
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phenomenological method, descriptions are compared and
contrasted to reveal recurrent elements or themes that are
related to form concepts.
of what has been seen.

The final step is a description

Descriptions "culminate in an

elaboration of the meaning of the elements and structure of
the lived experience" (Parse, Coyne, & Smith, 1985, p. 20).
Setting and Subjects
The setting for this study was a 120-bed nursing home
care unit in a large government hospital in Central
Mississippi.

The population studied was chronically ill

elders residing in the nursing home care unit during the
summer of 1988.

The sample of convenience included 9 elders

selected from the census of the nursing home care unit.
Criteria for selection.
concerned chronic illness.

The criteria for selection

Participants were elders who

were at least 50 years of age or older, were diagnosed by a
physician with at least one chronic illness which could be
expected to require continued care, and had no significant
cognitive impairments as determined by Pfeiffer s Short
Portable Mental Status Questionnaire.
Procedure to secure subjects.

The investigator

solicited elderly participants using these selection
criteria to determine if the candidates were suitable for
in-depth interviews on the research questions.

Three steps

were used in the process of securing participants.
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First, a census list indicating each resident's name,
age, diagnosis, and room was reviewed.

An initial list of

potential participants was made by age and diagnosis.
Nursing staff of the care unit then were asked if these
elders were capable of understanding and answering the
research questions.

A refined list of 10 potential

participants was formulated.
Next, the investigator visited each potential
participant in the nursing home, and each elder was given a
verbal and written introduction to the research questions
(see Appendix A).

The elder was guaranteed anonymity and

told his participation was voluntary, and he could withdraw
from the study at any time.

Nine of the subjects agreed to

participate and a 10th declined for unspecified reasons.
Each person signed an informed consent agreeing to
participate (see Appendix A).
Third, each participant was administered a reliable
mental status evaluation, the Short Portable Mental Status
Questionnaire (SPMSQ) developed by Pfeiffer (cited in Kane &
Kane, 1984) (see Appendix B), to determine the level of his
intellectual functioning.

The SPMSQ is a valid and reliable

10-item instrument used to determine the presence and degree
of intellectual impairment.
determinable:

Four levels of performance are

(a) intact intellectual functioning, (b) mild

intellectual impairment, (c) moderate intellectual
impairment, and (d) severe intellectual impairment.

Persons
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scoring "intact" to "mild intellectual impairment" were
determined by the investigator to be suitable subjects.
All nine scored within acceptable limits for continued
participation in the study.
Protection of human subjects.

The research proposal

was submitted to the Committee on Use of Human Subjects in
Experimentation of the Mississippi University for Women and
the Research and Development Committee of the government
hospital.

The protocols were approved by both reviewers

(see Appendix C).
The investigator met with each of the selected
participants to arrange a time and place for the in-depth
interview.

Participants were told they could stop the

interview process at any time.

Information identifying the

elder was excluded from the interview data to protect
confidentiality.

Tapes of each interview were identified by

code numbers assigned during the process of securing
participants.

A log indicating the code number and identity

of the participant was destroyed upon completion of the
study.

The audio-tapes were erased at the same time.

Data Collection
In this section the method of data collection is
presented and discussed according to the instrumentation and
interview process .
Instrumentation.

Two instruments were developed by the

investigator for this study (see Appendix D).

The first
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instrument consisted of a brief demographic data form
completed by each participant prior to the audio-taped
interview and was used to collect data for use in describing
the sample.
information:

The first part included demographic
age, sex, race, religion, attendance at

worship services, education level, marital status, and
present residence.

Also included was a "Yes/No" guery as to

whether the elder had ever had a seriously ill family member
or experienced other significant losses, such as death of a
family member, business or personal losses which might
affect spiritual health or general well-being.

The second

part of the data form described the elder's history of
chronic illness:

diagnosis, date of onset of illness, a

4-point Likert scale indicating the perceived degree of
manageability of the illness (from "manageable" to
"devastating"), number of hospitalizations, and a list of
medications the elder was currently taking.
The semi-structured interview guide (see Appendix D)
included open-ended questions to elicit a description of the
experience of spiritual needs in the course of chronic
illness, according to the four areas of inquiry.

The

interview questions began by broadly focusing on spiritual
needs: "When you were first diagnosed, what do you recall of
any spiritual needs you may have experienced?

Share your

thoughts, feelings, and perceptions of the experience."
Probes were used by the investigator to determine in what
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ways those needs were met or left unmet, what were the
resources the elder found which were most helpful in meeting
spiritual needs, a description of how having those needs met
or left unmet may have affected the elder's course of
illness or his attitudes in accepting the illness, and
whether those needs had changed in the course of illness.
The interview continued by refocusing the participant on how
nurses, specifically, may or may not have helped in meeting
those needs, and finally, what nurses could do or say to
help them spiritually in the course of chronic illness.
Field notes were taken during the taped interview and
denoted observations of the social setting, behavior, and
impressions of the investigator.

During the intuiting of

the data, the investigator used these notes to elaborate on
the elders' descriptions.
Interview process.
the investigator.

All interviews were conducted by

Interviews ranged from 35 to 105 minutes.

One participant declined a recorded interview and elected to
answer to a written form of the guided interview.

After

reviewing the elder's written response, the investigator
returned and clarified responses or asked the participant to
expound on his answers.

The expounded statements were

included with the written responses for data transcription.
Two tapes were lost prior to transcription during the
investigator's change of residence.

The remaining six tapes

were transcribed by the investigator.

The transcriptions
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were rechecked with the audio-taped interview to ensure
accuracy of the content.
Data Analysis and Interpretation
An open-ended, semi-structured interview format was
used to elicit descriptions of the experience of spiritual
needs from the sample of 7 chronically ill elders.
interviews were conducted before data analysis.

All

Data

collected from the guided interviews and field notes were
qualitatively analyzed using van Kaam's modification of
phenomenological method.

The six operations of scientific

explication in the van Kaam method described by Parse et al.
(1985) are
1.

eliciting descriptive expressions,

2.

identifying common elements,

3.

eliminating those expressions not related
to the phenomenon,

4.

formulating a hypothetical definition of
the phenomenon,

5.

applying the hypothetical definition to the
original descriptions, and

6.

identifying structural definitions. (p.
23)

Eliciting descriptive expressions.

Descriptive

expressions are statements which complete an idea about the
lived experience.

Descriptive expressions were elicited

through the interview process.

Interviews were used to

elicit spiritual needs of chronically ill eiders as
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described in the section on data collection.

Verbatim

transcriptions were made of the audio-taped interviews with
the elders.

The interviews yielded 75 pages of double-

spaced dialogue.
Identifying common elements of experience.

The

investigator read and dwelled with each description through
the three processes of intuiting, analyzing, and describing.
A search for themes, recurring concepts, or significant
pieces of data was made.

Data were identified as

significant if it either described a positive or negative
event or related to any of the significant areas of inquiry:
(a) definition of a spiritual need, (b) resources the elder
expressed in meeting those needs, (c) the elder's reactions
to having/not having needs met, or (d) nursing interventions
suggested by the elder to meet their perceived spiritual
needs.

The investigator's field notes were highlighted for

analysis of the dialogue engagement.

Data determined to be

significant by the investigator were coded with a one- or
two-word descriptor which indicated recurring concepts or
themes.

The investigator then listed each of these common

elements on coded cards.

Next, the coded expressions were

categorized into each of the four areas of inquiry.
Adequacy of the sample themes was achieved when the
researcher experienced redundancy in descriptions (Parse et
al., 1985).

All common elements from each of the four areas

of inquiry were reduced to specific elements common to all
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of the expressive descriptions of the participants.

The

investigator continued the process of intuiting, analyzing,
and describing in order to capture the meaning of spiriting
and spiritual needs for the sample.
elements surfaced.

Three specific common

The data were analyzed independently by

another researcher with practical experience in qualitative
methods.

Findings of both were compared to verify the

accuracy of the analysis, with remarkable similarity between
two sets of findings.
Eliminating expressions not related to the phenomenon.
Descriptive expressions were eliminated if they were not
implicitly or explicitly expressed in the majority of the
participants' descriptions or were not compatible with ail.
Expressions not related to the phenomenon were eliminated
from further analysis.
Formulating a hypothetical definition of the
phenomenon.

From the three specific common elements the

investigator synthesized hypothetical definitions.
Hypothetical definitions were written in the abstract
language of the investigator.

Each of these hypothetical

definitions was expressed in some manner by each of the
participants.
Applying the theoretical definition to the original
descriptions.

The hypothetical definitions were then

compared to the original descriptions for significance and
validation.

Each hypothetical definition was revised until
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the investigator thought the definition accurately reflected
the descriptions of the elders.

For example, energy was

originally identified as a specific common element.

A

hypothetical definition for energy was synthesized.

When

the hypothetical definition for energy was compared to the
original transcripts and common elements, the investigator
believed energizing was more consistent with all the
descriptive expressions.

The hypothetical definition of

energy was revised, and a definition of energizing was
formulated by the investigator.
Identifying the structural definition.

Finally, common

elements from each of the three hypothetical definitions
were synthesized into one structural definition of the
concept of spiritual needs of the elders being studied.

The

findings were reviewed by three judges, each an experienced
researcher, and the findings were validated.

Two of the 7

participating elders reviewed the findings and concluded
that the statements effectively described their experiences
relating to spiritual needs during long-term care for a
chronic illness.

One elder elaborated on the structural

definition, and the investigator incorporated his expounded
descriptions into the final structural definition and
findings.
Limitations
One significant limitation of this study was the
investigator's lack of experience with the research process.
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Parse et ai. ( 1985) stated that "phenomenology is a rigorous
method of inquiry that requires knowledge and fine-honed
skills.

The researcher using this method for the first time

requires a mentor who can be observed implementing this
method" (p. 16).

During data analysiss, the investigator

was physically removed from her mentor, who, herself, had no
previous experience with the van Kaam method of
phenomenological method.

The investigator's inexperience

may have limited the findings.

Qualitative methodologies,

and especially those that seek to explain the simultaneity
paradigm, are an evolving science.

A number of research

methodologies, phenomenological, ethnographic, case, and
exploratory, have been modified and implemented to test
Parse's theory of Man-Living-Health.

A research tradition

for the Man-Living-Health nursing perspective is currently
being developed.

Any mistake which may have been made in

examining spiritual issues from the simultaneity paradigm
resulted from the relative lack of understanding the
investigator may have had about the paradigm.

More is

understood currently about the simultaneity paradigm than
was understood when the investigator began this study.

The

investigator acknowledges that in the strictest sense of the
simultaneity paradigm, spiritual needs may have been an
inappropriate area for inquiry.

This may affect the

applicability of this study to test the theory of
Man-Living-Health.
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Also, the time between the data collection and data
analysis spanned a little more than 2 years.

A refinement

of the extant methodology for testing Man-Living-Health
involves "dialogical engagement" which is described by Parse
(1987) as "an intersubjective 'being with' in which the
researcher and participant live the I-Thou process as they
move through unstructured discussion about the lived
experience" (p. 167).

An important aspect of intuiting

involves the investigator "knowing" all that presents itself
in the process of analysis.

The protracted period between

data collection and analysis of data may have hindered the
investigator's ability to remember and describe the totality
of the dialogue engagement occurring when the descriptions
originally were elicited.
Finally, the investigator collected data through use of
a semi-structured interview which reflected the
investigator's perspective of the phenomenon.

Structured

interviewing is not consistent with Parse's emergent
methodology for study of the phenomenon of Man-LivingHealth.

Use of a guided interview may have biased the

responses of the elders participating in this study.

Chapter IV
Analysis and Interpretation
This chapter includes a description of the results of
data analysis, and a description of the conceptualization of
spiritual needs for the sample is presented.

Findings are

discussed according to the two research questions and four
areas of inquiry.

Hypothetical definitions are presented

and a structural definition of spiritual needs of
chronically ill elders is illustrated.

The relationship of

the findings to the literature and conceptual framework are
included in this section.
Description of the Sample
There was a total of 7 male participants in this study
ranging in age from 53 to 82 years with a mean age of 66
years.

Six elders were Caucasian and one was Afro—American.

Three persons indicated they were divorced, 2 had never been
married, and 2 were married (one indicated he had been
widowed and remarried).

Level of education of the sample

ranged from 4th to 12th grade with a mean education level of
8 years.
Each elder indicated a religious affiliation:
Catholic, one a Baptist (but presently attended a

One was
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Pentecostal church), 2 were Methodist, and 3 indicated they
were practicing Baptists.

Forty percent of the men

described their church attendance as being in the "often" or
"always" range.

All but one man responded that they had

encountered significant losses in their lifetime:

serious

family illness, death of an immediate family member, serious
injury, or substantial business or financial losses. Several
had lost a number of immediate family members.
By selection, each of the elders was diagnosed with at
least one chronic illness, 4 elders were diagnosed with at
least two chronic conditions, and several had multiple
chronic conditions.

The length of time since diagnosis of

the primary chronic illness ranged from one to 52 years.
One man did not indicate the length of time since diagnosis
was made.

All elders were asked to rank the limiting aspect

of their illness on a 4-point scale from "devastating" to
"manageable."

Despite the severity and sometimes disabling

nature of their chronic illnesses, all but one of the men
indicated this was "manageable."
illness was "disabling."

One subject indicated the

One elder required two

hospitalizations for the chronic condition, one required
three to four hospitalizations, one required five to six,
and three subjects required seven or more hospitalizations
for their chronic illnesses.

One subject noted more than 40

hospitalizations for his chronic illness since 1943.
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Data Analysis and Interpretation
The elders

descriptions of spiritual needs were

analyzed using van Kaam's modification for phenomenological
inquiry.

Data are presented according to each of the

research questions within the four areas of inquiry.
Spiritual Needs of Chronically 111 Elders
Every man was asked to describe his experience with
spiritual needs while living with chronic illness.

When the

desired areas of inquiry were not addressed either
explicitly or implicitly, the investigator probed the elders
directly.

Each was asked whether his needs changed during

the course of his illness.

In general, these needs appeared

to remain static through the course of illness, though
prayer was most often mentioned as a need identified early
in their illness, and again when experiencing setbacks.

The

following 15 spiritual needs and selected quotations
illustrate the needs that were described.

The frequency of

identified experiences is presented in Table 1.

4 6

Table 1
S p i r i t u a l Needs I d e n t i f i e d by C h r o n i c a l l y t i n E l d e r s

S p i r i t u a l Need

f

Caring

7

Nursing Staff
Family
Friends
Physicians and other health care staff

.

Support

7

Belief i n a s u p r e m e b e i n g (God)

6

Having human c o n n e c t i o n

5

Maintaining independence

4

Prayer

4

Meaning

3

Hope

3

Faith

3

Trust

3

Purpose

3

Privacy

3

Options

3

Facing o n e ' s m o r t a l i t y

2

Religious r i t e s and rituals

2
2

Humor

Note.

N =

1

|
1
1
1
I
I
1
I
I
I
1
1
I

•!

1
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Carinq.

The need for caring and concern was expressed

in some manner by all 7 of the participants.

The area in

which this need was most commonly manifested was in
relationship with the nursing staff.

Several of the elders

thought caring was an important aspect of support from
family and friends, as well as physicians and other hospital
staff.

The need for caring was expressed in the following

terms:

"They were kind to me", "Be good to me . . . Help me

do the things I can't do for myself", "They [nurses] were
nice to me through this whole ordeal."

Even the wife of one

gentleman commented, "What this man [my husband] needs is
care, concern, kindness, and loving."

Another person

expressed gratitude and related
If they [doctors and nurses] were ever in doubt
they checked and double checked. Doctors were
constantly checking on me day and night. I
consider that help the reason I am still alive
. . . if there was any question about my
medications, blood pressure . . . they double
checked. They was always there when I needed them
. . . they cared to care.
Support.

The need for support often was described as

the need for encouragement.

Elders also expressed the need

for other kinds of support.

Medical care was mentioned by

one man.

Spiritual support through association with church

members and the clergy was identified as a need by two
elders.

Four individuals described a need for support from

family or friends.

All 7 elders identified a need for a

supportive relationship with the nursing staff.
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Belief—in—a—supreme being.
prevai1

Reliance on a deity

ir* the descriptions throughout the course of

illness but appeared most relevant in the early period after
diagnosis.

One elder expressed this concept in the

following way, "I knew with hard work and the good Lord's
help, I could get through this thing."

Another man stated,

"[My strength was] relying on my Christian faith ... I had
faith in the good Lord all the time."
Having human connection.
need to have someone near.

Generally, elders expressed a

One elder said, "I just needed

someone to talk to and someone to be near."

Another

individual said, "[My wife would] sit there and attend to me
. . ."

One man said, "[I need] someone to help me when I

get into a deep depression . . . several times I got into a
deep depression and my wife helped to pull me out of it."
Still another expressed this need for connection by saying,
"I've always liked to be around a lot of people . . . to do
things for them ... I appreciate what they do for me.
Maintaining independence.

This need was expressed by

several men as a fear of becoming a burden or losing basic
functions such as ability to work, walk, or take care of
themselves.

One person stated, "I used to be active, any

more I can't do much . . • it's kind of getting to me.
Another elderly man related, "Feeling worthless, not being
able to do the things I want to do . . . leaves me feeling
helpless."

A third man replied, "All I was interested in
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was learning how to walk again . . . getting to where I
could take care of myself."

One elder expressed this need

in relation to feeling productive and said, "I've always
dreaded being so ill I couldn't work."
Prayer.

Prayer was indicated by several of the elders

as an important means of maintaining a connection to a
Higher Power.

Prayer also was used by elders to mobilize

inner resources, especially when the elder felt most
vulnerable or experienced setbacks.

As one elder said,

"When I first had the stroke, I prayed and as the days
passed I felt stronger and more determined to do what I
could to help myself."

Another man stated, "Every night of

my life there are three prayers that I have said . . . and
then, as I call them, petitions, that I make to our Heavenly
Father in resolving things."

A third man said, "At first I

was upset, confused, and I felt prayer would help and so I
prayed."
Meaning.

The need to find meaning appeared to be

related most often to making sense of illness and the
changes resulting from it.

Making sense of illness was

expressed as understanding how illness would affect the
elders' lives, both now and in the future.

One elder

described this as, "[needing to] get outside a lot by myself
. . . I'm always thinking what I can do for myself . . .
thinking ahead . . . will I be able to walk ... to cope
with the wheelchair."

Meaning also was expressed as an
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attempt to find value in one's life in spite of chronic
illness.

One man questioned the meaning of his life after

his wife became ill, saying, "My spiritual needs changed
when my wife became ill . . . She's a good Christian woman,
and when she went down I felt like I didn't know if I would
be going to heaven or hell when she died."

After a near

death experience, one man related, "It's [being given a
second chance] like it has helped change my whole outlook on
life."
Hope.

Having hope was expressed by the elders as

"wishing for" recovery.
explicitly.

Hope was expressed implicitly and

One elder said, I knew I needed the new liver

. . . I hoped I'd get it, cause I knew it was my only
chance."

Another related "[feeling] worried and confused

. . . i wondered if I'd walk again [I hoped I would] . . .
so I prayed."
Faith.

The elders most frequently expressed faith in

God as a need.
God.

They described this as more than a belief in

Faith encompassed believing and trusting.

For many

elders it was expressed as knowing that they could expect
God to help them get through [illness].

Faith in the

doctors and nurses was described by two of the elders.

This

finding is illustrated in a description by an elder of a
situation in which his confidence was lost and he had to
change reality in order to keep faith.
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With my doctor, it [confidence] was very important
because there was several times that I would have
given up and just said to heck with it, because he
had this lady who was 84 [who had the same disease
I did] and he cured her in two years. Here I'm
still going [through the ordeal of disease]. My
wife keeps me going she says that mine might take
a little longer and that mine [cure] could happen
almost any day.
Faith in oneself was a significant theme expressed often by
the men.

This theme was expressed most frequently during

both recovery from illness, and in the day to day living
with chronic illness.

One man described this as, "[knowing]

when I saw others doing it [learning to walk again] that I
could, too."
Trust.

Elders described trust as a reliance and belief

in God; trusting Him to answer prayer.

It was also

expressed in relationship to nurses and physicians.

Trust

in the medical staff was most often expressed by the elder
as placing confidence in the staff.

One man stated "You

can't trust them [nurses and doctors]. . • I'll tell them I
need to talk with them, and I never hear another word.
Another man said, "I had absolute faith [trust] in them
. . . if there was ever a question, they checked and double
checked.

They were the best doctors there was and I knew

anyone could do it, they could."
Purpose.

The need for purpose was a concept which

appeared to focus on what continued to give the elder reason
for living.

Purpose was expressed differently from meaning.

The elders' descriptions indicated it was possible
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purpose for living, despite not finding life meaningful.
One man who displayed a particularly "burdened" tone
throughout the interview related the only pleasure he felt
in life:
My daughter has been no good . . . couldn't take
care of her boys right . . . but I could help
those boys. I felt that if I could do them some
good I could feel better about myself. I raised
my granddaughter and I felt real good to help that
child.
Another person talked about his special feelings for a
[step]daughter:
I'm kind of touchy talking about it . . . because
she's special — I didn't try to force my way to be
a daddy to her ... I just let her come to me and
it made sort of a special feeling. She's like me,
she'll break up but she's emotionally strong .
she learned to be because she has always gone to
school away and there was really none of us who
could be close enough in order to help her out.
But it's hard . . . what worries me is if
something happens to me and something happens to
my wife, what will happen to her, because she has
no one else.
A third individual intimated a great sense of purpose when
he stated
. . . The Christian attitude should be flowing
from one to the other. That's the reason I say I
feel a great sense of gratitude and responsibility
and duty to my nurses and doctors and patients and
other personnel involved in my care.
Privacy.

Three subjects expressed the need for

antirm to be alone with themselves
occasional privacy as „
wanting
ro uts
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This was described as, "time to be alone to think."

As one

man said, "Sometimes I like to be alone, to sit down and
think.

Another man said, "There are times I want to come

in here and close the door . . .

close myself off from the

ruckus—take my mind off what's bothering me."
Options.

This was expressed by the elders as having

more control of one's life and being given more choices
within the health care environment.

One man expressed this

as not having any choice in where he lived, "I called my
daughter up one time and asked her to get me out of here; I
couldn't do a thing.

I had no where to go."

Two men

described variations of this theme when describing the
rigidity of routine and regulations often inherent in a
government hospital:
They had the showers torn up for nearly a week,
usually get my bath and bed change Thursday, but I
didn't get none because of the shower. When it
was done I told them they owed me an extra shower
for the week I missed, but they said, "We don't
owe you nothing . . • there isn't any making up
showers."
Another man said, "You gotta understand, this here is a
bureaucracy.

In a place like this you're gonna get what

you're gonna get and it ain't much.
Facing one's mortality.

You can't change it."

Three elders expressed their

vulnerability when discussing the terminal nature of their
conditions.

One man related, "It's like myself and another
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fellow here, we know that possibly the end could come at any
time."

Then tears softly filled his eyes, and he had to

stop speaking.

Another elder stated

I knew I had to have a lot of medical help. I
knew how serious it was. . . it was to my benefit
that I accepted what was wrong with me due to the
fact that I was hoping for the [liver] transplant.
I consider it a miracle that I'm still alive.
Religious rites and rituals.

One man identified his

religion and the actual practice of religious rites and
rituals as his primary spiritual need.

However, he thought

that nurses did not need to be involved in that aspect of
his care; he preferred to have those needs met by his
priest.

Another man, though professing a belief in God,

thought he would be uncomfortable and would not find it
helpful if a nurse approached him from the standpoint of
religion.

He expressed that, "[Having] gone through so much

. . . I used to attend church and I believe in God and all
. . . too much religion and religious people
of throws me off, rather than helps me.'

it just kind

This same

individual stated that in hard times "people have to lean on
the Lord."

Two persons said they would be very comfortable

if nurses offered to pray with them.
Humor.

Two elders thought that meeting their spiritual

needs was facilitated when the nursing staff used humor to

"enliven" the interactions.
keeps up the spirits."

One•man said,

He expounded, saying

. • . joking
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Always start off with a good joke or get them
[patients] happy or keep them smiling or keep them
jolly. See, that would be a whole lot of help.
When they get down, a smile . . . you know, a good
laugh always helps.
Another elder related the need for humorous interactions
with the nurses as an acknowledgment that he existed.

He

said,
I don't care if they go all day without talking to
me, but if they would come up to me once in awhile
and say, "Hey, get out of my way," that's a joking
thing, and it shows that they know I'm here. That
if I need their help--they know I'm here.
Resources for Meeting Spiritual Needs
Eleven resources elders use for meeting spiritual needs
were explicated from their descriptions.

A summary of the

findings is presented in Table 2.
Nurses.

The most frequent resource elders gave for

meeting their spiritual needs were nurses.

All elders

described the expectation that nurses could and should meet
their basic care needs, as well as their need for human
connection.

They looked to nurses for kindness, caring,

and support.

Several men said they expected,

[nurses

should] meet my needs . . • do things for me that I can t do
myself."

One man supported this, saying

I guess I'm [becoming] a griper and a bitcher but
all I expect is that they [nurses] treat my
ailments
. If I asked for something at least
ailments . .
When vou ask someone
try and get 1
°
* * ,'.you. re not my patient"
for ice and theytell.
is J
something
laklwhat difference does it make. in^o|rh_ir in
that, if I could have gotten my "Jeelchair in
there, I would have gotten it myself- but I
couldn't.
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Table 2

Resources of Chronically 111 Elders Used for Meeting
Spiritual Needs

Resource

f

Nurses

7

A supreme being

6

Self

6

Prayer

4

Physicians

3

Friends

3

Family

2

Other health care personnel
Clergy
Church members
Physical activity

Note.

N = 7.
A supreme being.

Several elders stated God was an

important resource for meeting spiritual needs.

They

described having a relationship with Him as a strength to
depend on and a resource for mobilizing energies, finding
hope, and maintaining faith in the ability to "get throughchronic illness.

This assistance was often expressed in
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terms of

with the Lord's help, I knew I could get through

this."
Self•

Inner strength was described by several elders

as a significant resource for meeting spiritual needs.
Elders relied on inner strength for living the day-to-day
experience of chronic illness.

One man replied, "I've just

learned not to let it bother me . . . ycu can't do nothin'
about it. "
Prayer.

A number of elders described prayer as a

resource for meeting spiritual needs.

Prayer was described

as a way of making sense of illness, expressing wished-for
changes in the unfolding possibles of health, and as a way
of becoming energized in the experience with chronic health
needs.

Prayer facilitated keeping a connection with a

Higher Power.
Physicians.

Three men stated that their physicians

helped meet spiritual needs through concern, caring, medical
support, and confidence which grew out of a trusting
relationship.

One replied, "I just couldn't have made it

through this thing without them, I just had the best doctors
in the world."

Yet, another man expressed disappointment

and frustration when he said, "They [doctors] don't tell you
nothin' . . . what's a guy supposed to think?"
Friends.

The need for human connection was expressed

as someone to be near, someone to talk with.

Friends
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described as a resource for meeting the need for human
connection.

As one man described, "Friends came

by to see me and it really helped."

Another elder said, "My

wife would invite my brother-in-law or friends over, we'd
visit and shoot the bull--it helped to take my mind off
things."
Family.

Two of the elders described a supportive

family as a resource for meeting spiritual needs.

One

described his wife "as meeting his every need . . . she
encourages me and keeps me going."
Other health care personnel.

Other staff in the care

community were credited by the elders with meeting the
elders' spiritual needs through friendly, caring attitudes.
"They [occupational therapy, recreation, and physical
therapy staff] helped me . . . everyone was good to me."
Clergy.

A close relationship with clergy was described

by two elders as another resource lor meeting spiritual
needs.

One man said he had a close relationship with "a

very reliable priest ... he comes by often; I don't even
have to ask, he just comes."
I

This same elder stated that

I

his religion and the practice of his religious rites and
rituals were his primary spiritual needs.

He identified his

priest as the one he preferred to meet those needs.
r.hnrch members.

One man identified the support and

^ n-ehie; rhurch as a resource for
friendships with members of h
. •+. a1 nPPds
"They [church members] came
meeting his spiritual needs.
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over a lot . . . especially in the beginnina [of
hospitalization].

It really helped, uplifted me, and made

me feel good."
Physical activity.

One man expressed this resource as,

"When things are really getting me down, I just get up out
of here and go walk or ride the bicycle ... it gets my
mind off things until I simmer down, and then I don't feel
so bad no more. "
Results of Having Spiritual Needs Met
Elders who expressed having spiritual needs met
described the effect as one of feeling confident and having
faith.

Out of the confidence came the desire to keep on

going (inner strength), to remain hopeful for recovery.
man said
I just had the best doctors in the world. I had
confidence in them and they had confidence in me.
I was down, but I didn't give up. And when
found out I was paralyzed, I [was able to] j
accept it.
Another elder said
Everyone gave me
^t^hey iere doing and
encouraged me and told me w^at they^^^^^^
how it might heip me . . .
g
tQ lQok tQ the
[that] support and that enabl
future with a positive attitude.
One man expressed that having [nurses and support staff]
care "makes me feel better-if they didn't care, well, I
just wouldn't want to be here."

One
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Results of Not Having Spiritual Needs Met
Four elders described the results of having nurses fail
to meet their needs.

Neglected care or a noncaring attitude

left them feeling worthless.

One elder expressed,

"[Feeling] disgusted . . . makes me want to wheel myself
back home . . . because I'm sitting here hurting and it
looks like the paperwork they are doing is more important."
Another man stated:
They [nurses] don't take no interest in you . . .
not that I want to put the blame on all the
nurses, but it worries you this way—[I wonder] am
I going to lay here when this disease knocks me
completely out and they [nurses] aren't going to
be here [for me]?
Nursing Interventions to Meet Spiritual Needs
Nursing interventions to meet spiritual needs were
extricated most often from the needs elders described as not
being met.

The most significant theme revealed by the data

was that the elders wanted nurses to care about them.

All

the elders described a need to feel valued by nurses.

They

wanted nurses to be concerned about them, provide care to
them, and interact in a manner which conveyed caring.

As

one man said, "Help me . . • some things I can t do [other
things I can] . . . like make my bed . . . and [nurses] make
me feel like I can't even lay on it or they get the idea all
I ever do is lay around.'
The elders offered specific examples of nursing
interventions for meeting spiritual needs.

Some
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elders

expressions included:

"She's 3 little country nurse

. . . she's nice you know-wants to wait on you." Another
thought nurses should "have a little compassion."

One man

said, "Be cheerful, a cheerful attitude is uplifting."
Several elders stated "[Nurses should] encourage me."

One

gentleman asked nurses to "be understanding and patient with
me."
Nursing traits described by three elders were
flexibility in routines and general attitude.

Examples of

these traits were offered by one elder who said, "a flexible
and yielding spirit ... I would like to see that
manifested in the nurse . . . not have rigidity of thought
as it relates to people, policy matters and regulations.
In general, all elders expressed a significant need to be
treated by the nurse as if they mattered.

They wanted

nurses to care.
Descriptions from the data in each of the four major
areas of inquiry support the importance of meeting the
client's need for caring.

The significance of caring to

spiritual health is reflected in the elders' responses to
not having a supportive, caring relationship with nurses.
Nursing interventions offered by the elders were directed at
creation of a caring nurse-client environment.

conceptualization of spiritual Needs
The data revealed three emerging concepts related to
spiritual needs of chronically ill elders.

The three common
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elements were caring, valuing, and energizing.

A discussion

of these concepts and their relationships to the conceptual
framework is presented.

A diagram of the conceptual model

is presented in Figure 2.

ENERGIZING

CARING

Figure 2.

VALUING

Conceptual definition of spiritual needs

chronically ill elders.
Caring
All 7 elders described caring as a primary spiritual
need.

This was reflected in their need for support from

family, friends, church, and hospital staff-both nursing,
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ancillary staf i., and administration.

Caring sngendered a

feeling of being valued in the eiders.

The need for human

connection, care, and concern was vital to the elders
feeling valued and worthwhile.

Elders who felt valued

reciprocated by caring about others in the environment as
well.

The hypothetical definition of the concept of caring

was "Caring is harmonious interconnectedness."
Valuing
Elders who felt cared for by the nursing staff, in
particular, acknowledged "feeling good" and "knowing they
could keep going."

Value derived from the nurses

powered an image of worth—a specialness.

caring

This element of

being valued generated a renewed spirit of confidence,
faith, and hope in the men.

The hypothetical definition of

the concept of valuing was "Valuing is spirited believing.
Energizing
The elders in this study indicated a sense of energy
when they perceived their needs were being met; this was
true whether they referred to basic care needs or higher
needs, such as meaning, purpose, hope, and faith.

Those who

described spiritual needs which were not being met expressed
feeling worthless or not having desire or energy.

Some

described feeling "ready to give up," or they questioned,
"what was the use?"

The hypothetical definition of the ^

concept of energizing was "energizing is radiating vigor.
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Structural Definition
The investigator combined elements from each of the
three hypothetical definitions to synthesize one structural
definition which described spiritual needs for this
population of elders.

Therefore, the emergent structural

definition is "Spiritual needs are the awakening of
energized potential radiating from harmonious interconnectness which flows from a nurse's caring spirit."
Discussion
An interesting phenomenon extricated from the
researcher's field notes indicated that the elders who
expressed the greatest need for spiritual support had been
identified by the staff as being "difficult patients."

The

researcher guestioned whether the effects of the nurses
conditioned attitude toward their clients led them to
deliver care in a manner which conveyed the nurse's
irritation or disinterest and was viewed by the elder as
noncaring.
From observation of the nurse-patient interactions, the
investigator determined that this may be true.

One elder

expounded on this phenomenon while reviewing the findings of
the study.

Though this man stated, he did not think rhat

was the case, he continued to describe a situation during
his care which supported the concept.

He
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This doctor here came in to draw blood and he
pricked himself. The next day the nurse comes in,
doesn't explain nothin' to me just says, "Here,
you gotta sign these papers ... we gotta get
some blood test done." Well, I asked her why and
she tells me what happened. So I didn't like the
way she put it to me and I told her no, no one was
gonna get me to take an AIDS test. Well, you
know, I already knew I didn't have it cause
another doctor had already tested me for it. They
got all fussed and the next day the doctors and
the nurses all came in and tried to talk to me
about it, telling me it was important. I told
them all no, I wasn't going to do it. Eventually
I talked to my own doctor and I let him do it
. . . You know, it's just the way they go about a
thing like that.
From the data this research supports the important role
nurses play in promoting health by helping support the
client and by developing effective nurse-client
interrelationships.

Caring and valuing are vital elements

of a helping relationship with clients.

One elder described

it as "What goes around, comes around."

The conceptual

model of the structural definition for spiritual needs
chronically ill elders indicated a flow of caring and of
valuing between both the nurse and client, creating a vital
energy.

The model suggests an energy flow back into the

elements of caring and valuing, whether the energy reflected
is positive or negative.

The data from this study support

the importance of meeting patients' spiritual needs, and
i mnnrtance of creating a caring environment
for clients.
frpauently

Caring was a nursing trait frequenr y
review of literature.

mentioned in the

According to Watson, "Caring is a
Accoraxiiy
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nursing term representing all the factors the nurse uses to
deliver care to the client" (Marriner, 1986, p. 164).
Watson expressed a concern that the element of caring which
has long been held as a fundamental tenet of nursing has
been threatened by the procedure-oriented demands of the
profession and fragmentation of care due to levels of entry
into nursing practice.
The significance of caring is addressed by Labun
(1988):
When one cares, the feeling engenders a response
because one extends oneself toward another. Care
is expressed in nursing by tending to another,
being with him, assisting him, giving to heed
his responses, and guarding him from danger and
doing this with compassion as opposed to
tolerance, with tenderness as opposed to duty, and
with respect as opposed to obligation. (p. 1790)
Riemen (1986) found that from the patient's perspective,

It

is not only what the nurse does in the way of physical
assistance, but what the nurse is" (p. 103) that matters.
Valuing was addressed by Jourard (1964) who related
that events that make a person feel worthwhile, give hope,
and purpose are inspiriting.

Events that make a person feel

worthless, hopeless, and unimportant are despiriting.
Several authors (Burkhardt, 1989; Ferszt & Taylor, 1988,
Forbis, 1988) posited that presencmg by a nurse,
sensitive listening, caring, really getting
client, and accepting that person for who he/she is, is
important to spiritual health.
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Energizing was not a concept directly addressed in the
literature.

However, the findings of this study suggested

that caring and valuing powered the elder with inner
strength, assisting the elder in transcending the effects of
chronic illness.
Relationship of Structural Definition
to the Conceptual Framework
The structural definition revealed in this study is
congruent with the theory of Man-Living-Health (Parse,
1981).

The definition denotes "spiriting" as a dynamic

process of interpersonal relating.

Man assigns meaning to

the images created through the coconstituted rhythm of the
open Man-environment interchange.

The image man has of

himself, others, and his environment is reflected in the act
of languaging and valuing.
the first principle of

This concept is consistent with

-Living-Health:

Man

"Structuring

meaning multidimensionally is cocreating reality throug
languaging of valuing and imaging" (Parse, 1981, p. 69).
The languaging of valuing and imaging is realized
through every thing man senses, sees, hear ,
within his environment.

From these images man fashions a

new meaning, both the reality of himself and of his
circumstances.

The value of languaging and imaging

seen in the positive reality chosen by one elder
reflected in a description of hope and faith when he said,
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All I was interested in was learning how to walk
again getting to where I could take care of
myself. I always believed that when I could see
some of the others doing it, that I could do it
myself, too.
For the elders in this study, the interpersonal
relating within their environment, and particularly with the
nurse, resulted in rhythmical patterns of enabling-limiting
and revealing-concealing.

The perceived value reflected in

the nurse's caring facilitated a pattern of harmonious
connecting or frustrated separating between the elder and
the nurse.

This is supported by the second principle of

Man-Living-Health:

"Cocreating rhythmical patterns of

relating is living the paradoxical unity of revealingconcealing and enabling-limiting while connecting
separating" ( P a r s e , 1 9 8 1 , p . 6 9 ) .

Results of this study revealed that the elders were
able to fashion a new reality of their health through the
rhythmical patterns of relating within their environment.
This new reality can have positive effects as described in
the example referenced above, or it can have negative
effects.

According to the third principle of Man-Living-

Health, "Cotransending with the possibles is powering
ways

of originating in the process of transforming" (Parse,

Support for t h i s concept i s pres
• +•
ok-F rhoosinq to transcend
in one participant's descriptio
1981, p . 6 9 ) .

with the possibles:
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[I was] upset, confused. . . not knowing what
would happen and I thought prayer would help, so I
prayed . . . after awhile I felt stronger and more
determined to do what I could do to do my best to
help my recovery.
The concepts revealed in this study help support the theory
of Man-Living-Health and invite further testing.

Chapter V
Conclusions, Implications, and
Recommendations
The purpose of this study was to explore the meaning
and significance of spiritual needs of chronically ill
elders.

A conceptual framework based on Parse's theory of

Man-Living-Health guided the qualitative design.

The van

Kaam modification for phenomenological inquiry was utilized
for data analysis of tape-recorded interviews from a sample
of 7 chronically ill elders residing in a nursing home care
unit of a large hospital in central Mississippi.
The two questions that guided the study were
1.

What are the spiritual needs of chronically ill

elders?
2.

How can nurses help to meet those needs?

Data were collected through

semi

-structured interviews

which explored the phenomenon of spiritual needs
major areas of inquiry:

(a) what those spiritual

were, (b) what were the resources the elders used
meeting those needs, (c) results of having spiritual needs
met or left unmet, and (d) how nurses, speoifically, could

help to meet those needs.
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Conclusions
The findings that emerged from the data of seven
chronically ill elders revealed 16 spiritual needs and 11
resources for meeting those needs.

Religious rites and

rituals (Koenig, Kvale, & Ferrel, 1988; Koenig, Moberg, &
Kvale, 1988; Mull, Cox, & Sullivan, 1987), meaning, and
purpose (Simsen, 1988) were three spiritual needs of elders
addressed freguently in the literature.

These needs were

identified by the participants but were not the needs
identified as paramount concerns by the participants.
The most significant needs expressed by elders in thxs
study included caring, support, belief in a supreme being,
human connection, maintaining independence, and prayer.
Caring and support were the two needs identified by each of
the elders.
Three concepts of "spiriting

emerged i_rorn th

Those concepts were caring, valuing, and energizing.

From

these concepts a structural definition was formulated which
was "Spiritual needs are the awakening of energized
potential radiating from harmonious interconnectedness which
flows from a nurse's caring spirit."
The structural definition that emerged from the data
was consistent with the principles of Parse s theory,
Man-Living-Health.

Elders participating in this study

described a dynamic process of rhythmical relating within
the environment in the process of "spiriting."

Through the
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nurses caring, a languaging and imaging of valuing
transpired which powered the elders to new ways of becoming
in the intersubjective process of chosen health values.
Implications

This concept of caring is a basic tenet of the nursing
profession and illustrates the vital need for creating a
caring environment for elderly clients.

The findings are

consistent with the findings of other nurse researchers
(Riemen, 1986; Watson, 1979) and have broad implications for
nursing practice, education, and research.
Practice.

The intimacy of the nurse-client

relationship affords many opportunities for addressing
spiritual needs.

Nursing interventions given by the elders

participating in this study have many practical applications
for nursing practice.

The elders asked that nurses convey

that they care and are interested in the client
well-being.

These men wanted nurses t-o uome when th y

called, to try and help them meet needs they cannot meet
themselves, and to be patient and understanding with them
when they were ill and not feeling their best.

Trust, open

communication, sensitive listening, and presencing
skills for nurses who wish to have effective nurse-client
relations.

An awareness of the important relationship of

caring to spiritual needs must be communicated into practice
if nurses are to deal adequately and effectively with
client's spiritual needs.

The role of the nurse, as
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reflected in the results of this study, is to facilitate an
elder's need to feel valued, subsequently, helping to
mobilize an elder's energies toward effective ways of living
health.
Education.

Personal experience indicated, and the

literature supported the belief, that present instruction in
nursing curricula concerning spiritual needs is inadequate
and misunderstood.

Several authors (Carson et al., 1986;

Dickson, 1975; Stallwood, 1975) have addressed the need for
curricula in schools of nursing to better address spiritual
needs.

The results of this study suggested that spiritual

needs are more than religious rites and rituals.

For these

elders, spiritual needs were reflected in a broad concept of
caring, valuing, and energizing which awakened inner
strength.

The broadened concept of spiriting revealed in

this study needs to be conveyed to nurses in order to be
applied to practice.
Research.

The purpose of research is to explain,

predict, and describe nursing phenomena in order to better
understand and control the outcomes within the practice of
the discipline.

Phenomenological research, in particular,

seeks to discover and understand the phenomena from the full
range of awareness and intimacy of the lived experience.
Research generates theory.

Theory generated

research into the lived experience of health can assist
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nurses in understanding how we can use ourselves to be
helpful to our clients in living all aspects of health.
Additionally, research can be used to test theory.

The

results of spiritual needs revealed in the descriptions of
elders participating in this study provides a framework for
further testing of the concepts.

The concepts of spiriting

and caring can be tested further through additional
qualitative studies.

The concepts revealed from the study

can be utilized in a guantitative study to validate these
findings.
Recommendations
Recommendations for further study are as follows:
1.

To replicate this study in other client populations

to test the generalization of the concepts.
2.

To explore the value of caring in the nursing

process and the relationship to the principles underlying
Man-Living-Health.
3.

To use Parse's extant methodology for testing the

theory in a study which addresses the lived experience of
caring in the course of chronic illness or a critical life

event.
4.

u.
anf native studies to test
To design and conduct quantita

the concepts revealed in this qualitative study.
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APPENDIX A
EXPLANATION OF RESEARCH AND
INFORMED CONSENT
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Explanation of Research
Participant No.
My name is Susan Hammond. I am a registered nurse
conducting a research study as part of my graduate program
in nursing at the Mississippi University for Women in
Columbus, Mississippi. The results of this research will be
used to complete a thesis, and a summary of the results will
be given to you if you ask for them.
I am interested in understanding the spiritual needs of
chronically ill elders so that nurses might better
understand how to meet those needs. You have been
identified as a potential participant in my study.
Participation in this study is strictly voluntary.
If you agree to participate, you will be given a short
mental status questionnaire to determine your ability to
recall recent and past events. A brief biographical data
form will be given to each participant which provides me
„itS information about you personally. After completing
these two forms I will meet with you to discuss Y°™f
experiences with chronic illness. These meetings will be
recorded. If you prefer, you may write your
then meet with me to clarify any questions I may
concerning your answers.
Your participation or nonparticipation in this s
y ^
not affect the services you receive. You may re^
answer any specific questions an ^Yanswers y0u give will
interview at any time you
your permission, and no
not be given to anyone else with
y
way.
report of this study will identify you m any way
• i i v,o flaked to describe
As a participant in this study you wi chronic illness. If
spiritual needs you felt as you f
.e need to discuss
painful memories surface and you
rnunseling will be
those feelings, access to clergy
study, unmet spiritual
provided. By participating in
rare provided to begin
needs you have may be identified and care p
meeting those needs.
* crhts as ^ participant
If you have any questions about Y°^rbg1^ontacted through V.
or questions about the study,
tbe 3rd of August.
A. Nursing Service any Wednesday
ACKNOWLEDGMENT OF EXPLANATION OF
I have read and"HHdi?iTIHd^nY rights a
this study.
Date

- participant of

APPENDIX B
SHORT PORTABLE MENTAL STATUS QUESTIONNAIRE
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Short Portable Mental Status Questionnaire
Participant No,
1.

What is the date today (month/day/year)?

2.

What is the day of the week?

3.

What is the name of this place?

4.

What is your telephone number (address if no telephone
number?

5.

How old are you?

6.

When were you born (month/day/year)?

7.

Who is the current President of the United States?

8.

Who was the President before him?

9.

What was your mother's maiden name?

LO.

Subtract three from twenty and keep subtracting
three all the way down.

3-2 errors
3-4 errors
5-7 errors
8-10 errors

=
=

y

Pllectual impairment
mild int
,ol1pCfUal impairment
moderatf/ ?ectS impairment
L
=
severe intellectual
if cuhiect had only grade school
Allow one more error if subjec
education.
_ub1ect had education beyond hig
Allow one fewer error if
3
001 •
e error for blacks, regardless of education
ow one more error L U -L
teria

:t Portable Mental Status
Lucky, 1984, P» 92.
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MISSISSIPPI
UNIVERSITY
FQR\\ROMEN

Office of ihe Provost
3rd floor Simmons Hall

Columbus, M S 39701

May 12, 1988

Ms. susan Hammond
Division ot Nursing
campus
Dear Ms.

tpl'

Hammond:

rhe
m e cU
ommittee on Use o t Human S u ^ r ®
^overuheu'\-ecuuJLend^io«.
oval ot joui teseaich pioposal, and 1 have appioveu
Sincerely,
rcv^eC
J James T.
Provest

JM:u r
cc:

Ul.

Nancy Hill

Murrell
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PART I AGREEMENT TO PARTICIPATE IN RESEARCH
BY OR UNDER THE DIRECTION OF THE VETERANS ADMINISTRATION
_ voluntarily consent to participate as
(Tvpe

or p r i n t

a

subject

subject's

the inveslig ition en

( T i t l e of stuc/v)

I have signed one or more information sheets with this title to show that I have read the description including the purpose and nature of the
investtratio 11 the procedures to he used, the risks, inconveniences, side effects and benefits to be expected, as well as other courses of action open to me
and my fight to withdraw from the investigation at any time. Rach of these items has been explained to me by the investigator in the presence of a witness.
Hie investigate! has answered mv questions concerning the in ventilation and 1 believe I understand what is intended.
n I unrUustand that no guarantee or assurance, have heen Riven me since the results and risks of an investigation are not always known beforehand^ I
have EE 'old that this investigation has lieen carefully planned, that the plan has been reviewed hy knowledgeable people, and that every reasonable
precaution will be taken to protect my well l»eing
n ihe event I sustain physical injury as a result of participation i i this investigation, if I am eligible for medical care as a veteran, all necessary and
sppmpnate care will he provided If I am not eligihle (or medical care i i a veteran, humanitarian emergency care will nevertheless be provided.
1

I h»ve not

ihi. rn.uut.or

(torn R.bility tor nO|(l.«enc«. CompupMtion m»v or may not be payable, in the event of phy.ieai in,ury

arising from such research, under applicable federal laws

'

nfj

requirements to m.si

anonymity as apply to all medical personnel within the Veterans Administration.

the appropriate federal officer or agency will have free access to informat.onobtained in th»s£udy
I (urthrr understand that, where rem turd by j^ct'the
law
same respect for my privacy and anonymity from these agencies as is afforded by
should it become necessary f'.enerallv, ' may 1
Administration sod its employee, IV provisions of the Privacy Act apply to all agencies.

fctsssi'MSK!

8 In
ponv>f in
' NAME OF VOLUNTEER
HAVF. RFAO

THIS CONSENT /ORM

««V.

AU. Mjf ^fJ^^lAT *5?

WCT^^D^RIVACT WLL* BE

A V O LUNTEER Vl?THIS PROGRAM.
upation in the investigation i

9 Nevertheless I wish to limit i

OJECT'S SIGNATURE

WITNESS'S 5
Nfy'5 N»UE »NH »POnfUH'R

R^TTOMT SIGNATURE

•

•

S.gneH inhumation

sheets

t v «.table

at

"'OF THE VETERANS ADMINISTRATION
«H.CH
VA COOM
SEP H 7 9

10-1086

uS5D.

L

not

aE
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Biographical Data
Participant No.
Date:
1.

Age:_

2.

Sex:

3.

Race:

4.

Religion:

Male

Female_

How often do you attend church services?
1.
2.
3.
4.

Never
Seldom
Often
Always

6

Education level:

7.

Marital Status:
1.
2.
3.
4.

8.

(years)

Married
Divorced
Widowed
Separated

Presently residing at.
1.
2.
3.
4.

Home
Hospital
Nursing home
Other

Have you had other
family member, or
No
Yes
npscribe those losses:.

iv ill family members, lost a
other significant losses?

90
ILLNESS HISTORY:
11.

Diagnosed illness(es):

12.

How long diagnosed?_

13.

How do you perceive your illness?
1.
2.
3.
4.

14.

How many times have you been hospitalized for treatment
of your illness?
1.
2.
3.
4.

15.

Manageable
A nuisance
Disabling
Devastating

0-2 times
3-4 times
5-6 times
7 or more times

Please list all medications you are currently taking.
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Interview Guide
Smiley Blanton, co-author of the book, The Art of Real
Happiness, believes that "Life is too complex and
unpredictable, too difficult and too severe for us to face
it with our own feeble powers. Each of us feels the need
for some sustaining power beyond and above himself, some
strength on which he may lean, or some resource on which he
can draw." I believe that chronic illness can bring those
needs into focus. If nurses know when to anticipate those
needs, or what we can anticipate those needs to be, perhaps
we can improve the spiritual care we give to chronically ill
clients.
Please describe for me your experiences of having spiritual
needs in the course of chronic illness. Include all your
thoughts, feelings, and perceptions related to the
experience.
robes:
len you were first diagnosed what_do you recall of any
piritual needs you may have experienced.
i what ways have your spiritual needs been met or left
met?
hat are the resources that have been most helpf
eeting those spiritual needs?
.
nr left unmet may have
escribe how having those ne?
or y0ur attitude in
ffected the course of your illness or yo
ccepting your illness.
i_
^ -in the course of your
[ave those spiritual needs change
.llness?
,

moot those needs, or

specifically, how have nurses helpe
'ailed to meet those needs.
tfhat can n u r s e s . do.or say « help you spiritually, in the
of chronic illness.

